This study gathered evidence of factorial validity and internal consistency of the Attitudes in Mental Health Scale. Two studies were performed. A total of 404 college students, including women (69.6%) with a mean age of 24 years (Standard Deviation = 5.67), participated in Study 1. A total of 396 college students, including females (69.9%) with a mean age of 23 years (Standard Deviation = 5.41), participated in Study 2. In the first study, an exploratory factorial analysis indicated the existence of two factors (biomedical paradigm, α = 0.71; psychosocial paradigm, α = 0.66) with a total of 15 items. In the second study, a confirmatory factorial analysis indicated that the bifactorial model that was proposed for the scale was adequate: χ²/df = 2.41, GFI = 0.93 and RMSEA = 0.06, 90%IC [0.05 -0.07]. The results concluded that this measure can be adequately applied in studies in the proposed measurement context. 41). No primeiro estudo, análises fatoriais exploratórias indicaram a existência de dois fatores (paradigma biomédico, α = 0,71; paradigma psicossocial, α = 0,66) 
com 15 itens no total. No segundo estudo, uma análise fatorial confirmatória indicou que o modelo bifatorial proposto para a escala era adequado: χ²/df = 2, 41, GFI = 0, 93 e RMSEA = 0, 06, 90%IC [0, 07] . Concluiu-se que essa medida pode ser empregada adequadamente em pesquisas, no contexto de mensuração a que se propõe.
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The field of mental health has undergone significant paradigm shifts. In the middle of the last century, people with psychological distress were segregated from society and locked up in mental hospitals, with a treatment based on prejudice and human rights violations. In the 1970s, psychiatric reform emerged in Brazil; it entailed a movement in which criticisms of this excluding and segregating assistencialist model were prevalent. However, Brazilian psychiatric reform gained strength in the 1980s as different social participants joined the struggle, including service users, family members, health professionals and society. These social participants joined the discussions and consolidated the struggle for humanized mental health care (Simões, Fernandes, & Aiello-Vaisberg, 2013 ).
This new model of mental health care, as recommended by psychiatric reform, focuses on an investment in greater autonomy and independence for persons with psychological distress who seek psychosocial rehabilitation. Thus, a new method for producing care, which is characterized by the search to overcome the biomedical care paradigm to mental health and the establishment of the psychosocial paradigm, is developed (Hirdes, 2009 ). Mondoni and Costa-Rosa (2010) note that the paradigms of the mental health field can be understood from four dimensions: (a) the conception of the health-disease process and the theoretical means sustained to address this process; (b) the forms of the organization of intrainstitutional relations; (c) the relationship of the institution and its agents with customers and the general population; (d) and the typical effects of the institution in terms of treatment performance and ethics, i.e., how the forms of relationships between the subject and the socioeconomic and cultural factors of falling ill are produced in exchange for health care actions (Bertolino Neto, 2011) .
The biomedical paradigm and the psychosocial paradigm differ according to how they approach each of the presented dimensions. The biomedical paradigm can be understood as the classic form of treatment of individuals with mental disorders. It is characterized by the work centered on the doctor figure, whereas other professionals are considered as secondary/auxiliary by the emphasis on organic determinations of problems (diseases) and drug therapy. In addition, the biomedical paradigm operates with the exclusion of family members and users from any participation in the treatment process. Under this paradigm, the psychiatric hospital is the most appropriate place for treatment; however, it functions as a place of deposit and mentoring (Borges & Luzio, 2010; Maciel, 2007; Rabelo & Torres, 2005) .
Conversely, the psychosocial paradigm corresponds to the set of practices that seek to overcome the biomedical paradigm by ideological opposition, both in theory and in technique and ethics. This paradigm guides the practices of the psychiatric reform and, according to Costa-Rosa (2006) , is characterized by interdisciplinary team work with exchanges among professionals to overcome medical knowledge/power. It employs different therapeutic features, such as psychotherapy, labor therapies, sociotherapies and work cooperatives, and medication; however, medication is not a central aspect of treatment. The paradigm also emphasizes the social integration of the individual, investment in the family and the community. In addition to these issues, the psychosocial paradigm considers the political, biopsychosocial and cultural factors as determinants of madness and proposes the participation of the individual and family members in treatment (Mondoni & Costa-Rosa, 2010) .
Despite advances in the field of mental health, psychiatric reform remains an ongoing process. As a result, the psychiatric care guided by the psychosocial model coexists with the permanence of the biomedical model, which is centered on the medicalization and hospitalization in psychiatric institutions (Borges & Luzio, 2010) .
As suggested by several studies, the substitute services, which should work as recommended by psychiatric reform, continue to operate with the same logic of the psychiatric hospital. The study by Jorge, Sales, Pinto, and Sampaio (2010) , which was conducted in Centro de Atenção Psicossocial (CAPS, Psychosocial Care Center), revealed that professionals in this institution employed a practice that focused on procedures for prescribing drugs. The research conducted by Fiorati and Saeki (2013) on the effectiveness of the psychosocial paradigm in outpatient services revealed that forms of care in these services continue to reflect clinical medical and drug therapy with a strictly biological character, which devalues the actions of psychosocial rehabilitation.
Because psychiatric reform remains a consolidation process on the national stage, studies of the effectuation of this policy acquire a fundamental character. They provide feedback on this reality, which may be important for implementing changes or strengthening existing practices. As reiterated by Mielke, Kantorski, Jardim, Olschowsky, and Machado (2009) , studies aimed at evaluating the context of the reform are important because they serve as potential tools for the effectuation of psychosocial practices.
Given the relevance of studies that address this issue and the lack of measurement tools that enable an assessment in this scenario, the Grupo de Pesquisa em Processos Grupais (Research in Group Processes) of the Universidade Católica de Goiás (Catholic University of Goiás) has developed an instrument for evaluating the position of individuals on the biomedical and psychosocial paradigms of mental health care, which is named the Escala de Atitudes em Saúde Mental (EASM, Attitudes in Mental Health Scale). The original version of this tool (Rabelo, 2003; Rabelo & Torres, 2005) had 26 items and was validated using a mixed sample of professionals of traditional psychiatric services and alternative services in mental health. The obtained data were subjected to a principal component analysis, which indicated the extraction of two components that explained 33% of the variance. The first component was named the biological paradigm (Cronbach's alpha = 0.86), and the second component was named the psychosocial paradigm (Cronbach's alpha = 0.76).
A second version of the EASM, which was revised and updated, was developed by Castro (2009) to portray the current debate about psychiatric reform. This scale was also validated using a sample of mental health professionals. By analyzing the factorial structure of the scale using a main components factorial analysis, this author noticed that the unifactorial structure was the most appropriate structure, which retained 18 of the 26 items. The observed component was named "position on the psychiatric reform" and had a Cronbach's alpha of 0.70. Both studies did not include the observed factorial loadings.
To increase the viability of future studies on attitudes about psychiatric reform, this study performed a new validation of the EASM with university population samples. This updated version proposed by Castro (2009) depicts the current debate on psychiatric reform. It is shorter, easier to apply and requires a shorter response time. We have selected a university sample because we believe that attitudes are strong predictors of future behavior (Homer & Kahle, 1988; Lima, 2000) . While university students are in the process of forming opinions, this tool can identify the adherence of this population to the paradigms of mental health care and determine whether their actions are consistent with preconized actions by psychiatric reform. In this manner, these students will have ample time for interventions before they enter the professional sector.
Study 1: Scale validation
This initial study provides psychometric evidence of factorial validity and internal consistency of the EASM using a sample of university students.
Method
A total of 404 university students from public and private universities located in the city of João Pessoa, PB, participated in this research; they took courses of psychology (21.0%), medicine (20.0%), nursing (18.3%), physical therapy (22.0%) and law (18.7%). The mean age of the participants was 24 years (SD = 5.67); 30.4% of the participants were male, and 69.6% of the participants were female. The sample was selected by a convenience nonprobabilistic sampling procedure, in which we chose to rely on participants enrolled in courses that can directly impart psychiatric reform via health practices or legal means with regard to the recognition of the individual and human rights of the mentally ill.
Instruments
Attitudes in Mental Health Scale (EASM): The adapted EASM that was developed by Castro (2009) and originally created by Rabelo (2003) was employed. This scale aims to evaluate the position of individuals on the biomedical and psychosocial paradigms of mental health care, which comprises 18 items. The scale was designed to evaluate two factors. The first factor was named the biomedical paradigm (example item: 'Only a psychiatrist is able to fully diagnose, treat and understand mental illness'). The second factor was named the psychosocial paradigm (example item: 'The mentally ill should be treated in the community'). Because the items reflect general positions on mental health practices, the contents of the items did not have to be adapted to the sample in this study. The respondents were asked to indicate their agreement with the items using a scale that ranged between 1 (fully disagree) to 7 (fully agree).
To characterize the sample, the participants answered a sociodemographic questionnaire that contained questions about age, gender, course and the institution in which they study.
Procedures
Data collection was conducted in public and private universities in the city of João Pessoa, PB.
Initially, contact was made with the institutions in which we intended to conduct the study via the coordinators of the course, who indicated teachers and arranged the day and time for conducting the data collection; data collection was collectively conducted in the classroom. The individuals who administered the tool were previously trained university students. All respondents were informed about the voluntary participation, the guaranteed anonymity and the lack of right or wrong answers. Data collection began upon notification of these aspects and the acceptance of students to participate as indicated in a signed Informed Consent Form per participant. The average respondent required 15 minutes to complete the research. The requirements related to ethics in research with human beings according to Resolution nº 196/96 (Brazil, 1996) Data from the scale and the sociodemographic questionnaire were tabulated and analyzed using the Statistical Package for Social Sciences (SPSS) for Windows, version 21.0. Descriptive statistical procedures of sociodemographic data (mean, standard deviation and frequencies) in relation to the scale and a principal component analysis were performed to determine the factorial structure of this instrument. An eigenvalue that is equal to or greater than 1 (Kaiser's criterion), Horn's parallel analysis (1965) , the analysis of the graphical representation of eigenvalues (Cattell's criterion) and the interpretability of the extracted components (Garson, 2013) were adopted as criteria for the extraction of components. A varimax rotation method was employed. A value of 0.30 was adopted as the cutoff point for the factorial loading (Matsunaga, 2010) . If an item obtained high factorial loadings in one or more components, the item was retained in the component in which it showed a higher load. The internal consistency of the scale was also verified by Cronbach's alpha, with values greater than 0.60 and preferably above 0.70 considered to be acceptable (Nunnally, 1991) .
Results
Initially, a principal component analysis was performed without fixing the rotation method and the number of components to extract a priori. The Kayser-Meyer-Olkin index (KMO) and Bartlett's Sphericity Test were employed to verify the adequacy of the data to conduct the factorial analysis; both were considered satisfactory: KMO = 0.79 and Barlett's Sphericity Test, χ² (153) = 1077.31, p < 0.001 (Hair, Anderson, Tatham, & Black, 2005) .
Based on Kaiser's criterion, in which factors with eigenvalues greater than 1 are extracted (Pasquali, 2012) , six components could be initially identified, which explained 55.02% of the total variance. However, the analysis of the graphical representation of the eigenvalues (Cattell's criterion) suggested the retention of three components as confirmed by a parallel analysis (Horn, 1965) , which showed the presence of three components with higher eigenvalues than the randomly generated components.
An additional analysis was performed by setting the extraction of three components. The first component presented an eigenvalue of 3.68, which explained 20.6% of the variance and includes six items (11, 13, 2, 4, 15, and 9), with loads that range between 0.78 and 0.44. This component gathered items with content concerning the biomedical paradigm. The second component showed an eigenvalue of 1.68, which explained 9.35% of the variance and included 8 items (5, 10, 12, 16, 3, 6, 1, and 18) , with factorial loadings that ranged from 0.66 to 0.35. This component gathered items with content concerning the psychosocial paradigm. The third component presented an eigenvalue of 1.4, which explained 7.9% of the variance and included four items (14, 7, 17, and 8) , with factorial loadings that ranged between 0.65 and 0.54. The content of these items concerned both paradigms and lacked interpretability. An additional analysis was conducted by fixing the extraction of two components according to the initial proposition of the scale (Rabelo, 2003 ).
An additional principal component analysis was conducted by dividing the number of components to extract in two using a varimax rotation and adopting a factorial load equal or greater than 0.30 as a criterion for retaining the item in the factor. At this stage, three items were removed for failing to present a saturation greater than 0.30 for any factor: item 8 ('The doctor must work with a team to provide an effective treatment for mental illness'), item 14 ('The family of a mental health service users needs to be in constant contact with the team that accompanies them'), and item 17 ('A detailed history is essential to formulate a diagnostic hypothesis'). An additional principal components analysis was performed with the remaining 15 items (excluding these items) by fixing the extraction of two factors with varimax rotation. The results of this analysis are listed in Table 1 .
Component 1, which was interpreted as a biomedical paradigm, yielded an eigenvalue of 3.53, which corresponded to the explanation of 23.5% of the total variance. It gathered seven items with a saturation that ranged from 0.46 ('It is very dangerous to live with the mental patient at home') to 0.75 ('Only a psychiatrist is able to fully diagnose, treat and understand mental illness'), which legitimizes the hospitalization of mental patients. The reliability of this factor using Cronbach's alpha was 0.71. Component 2, which was interpreted as the psychosocial paradigm, yielded an eigenvalue of 1.68, which explained 11.2% of the total variance. It gathered eight items with a saturation that ranged from 0.37 ('Mental illness, as well as its treatment, involves more social problems than organic problems') to 0.67 ('The mentally ill should be treated in the community'), which refers to reintegration of the subject with psychological distress via actions of citizenship and family bonding. The reliability of this factor by Cronbach's alpha was 0.66.
Discussion
The objective of this study was to provide psychometric evidence of factorial validity and internal consistency of the EASM and to increase the viability of future studies on attitudes on psychiatric reform. Based on the presented results, the bifactorial structure (biomedical paradigm and psychosocial paradigm) of the EASM was the most appropriate structure, which confirmed the factorial structure observed by Rabelo (Rabelo, 2003; Rabelo & Torres, 2005) . Both factors present satisfactory internal consistency indices (Pasquali, 2012) . These paradigms are also highlighted in the studies by Costa-Rosa (2006) , who proposed them to discuss the practices that guide the care of psychological distress.
The biomedical paradigm, which remains hegemonic in the mental health field, is characterized by cloistering and medicalizing practices and by an action that is centered in the mental illness, which is understood as having an organic foundation. Conversely, the psychosocial paradigm understands that the prospects of care are focused on an investment in greater autonomy and independence of the person with mental illness and seeks a psychosocial resocialization and rehabilitation of these individuals to achieve effective social inclusion (Mondoni & Costa-Rosa, 2010) .
Note that high scores for one of the factors are interpreted as compliance indicators to the biomedical paradigm or the psychosocial paradigm. To determine the extent that the bifactorial model can be replicated in other samples demands a new study.
Study 2: Confirmatory analysis of the EASM
In this study, the objective was to replicate the factorial structure composed of two factors: the first factor, which is named the biomedical paradigm, consists of seven items; the second factor, which is named the psychosocial paradigm, consists of eight items. A confirmatory factorial analysis was performed. In addition, we compared the adjustment of the bifactorial model observed in Study 1 and in studies by Rabelo (Rabelo, 2003; Rabelo & Torres, 2005) with an alternative unifactorial model obtained by Castro (2009) . Bold numbers indicate the items retained for each factor. 
Method
A total of 396 university students from public and private universities located in the city of João Pessoa, PB, participated in this study; they were distributed among the courses of psychology (18.9%), medicine (19.9%), nursing (21.7%), physical therapy (17.9%) and law (21.6%). The age of the participants was 23 years (SD = 5.41); 30.1% of the participants were male, and 69.9% of the participants were female. The sample was selected by a non-probabilistic procedure of convenience sampling.
Instruments
The EASM was employed for data collection. The final version of this scale, as obtained in Study 1, consisted of 15 items divided into two factors: the biomedical paradigm (seven items) and the psychosocial paradigm (eight items). The respondents were asked to indicate their agreement with the items using a scale that ranged from 1 (fully disagree) to 7 (fully agree).
Procedures
The procedure and ethical aspects described in Study 1 were employed. A confirmatory factorial analysis, which was aimed at replicating the factorial structure in Study 1, was conducted. The maximum likelihood estimation method, which uses the matrix of variance-covariance, was employed. The missing cases (0.04% of the responses) were replaced by the mean. To test the adequacy of the model, the following indexes were employed: the ratio between the Chi-square and the degrees of freedom (χ²/df), with values between 2 and 3, which indicate an acceptable adjustment; the Goodness-of-Fit Index (GFI) and the Root Mean Square Error of Approximation (RMSEA), in which values near 0.95 and 0.06, respectively, indicate an acceptable adjustment (Byrne, 2010) . GFI values greater than 0.90 and RMSEA values less than 0.08 are indicators of acceptable adjustment (Byrne, 2010; Garson, 2012) . In addition to these indicators, the Chi-square difference (∆χ²) and the Expected Cross-Validation Index (ECVI) were employed to assess improvements among the tested competing models. Significant values of ∆χ² and lower values of ECVI reflect a model with better adjustment (Garson, 2012) . Analyses were performed using AMOS software (version 18). Data from the sociodemographic questionnaire were analyzed using the SPSS for Windows, version 21.0, and descriptive statistics (frequencies and percentages). Having opted for the bifactorial model as the most appropriate, an inspection of residue and modification indices was conducted, which suggested a correlation of the measurement errors of items 5 and 16 (Modification Index -MI = 18.7). In addition to belonging to the same factor, these items had a common content (patient's autonomy in making decisions regarding his treatment). The obtained adjustment indices indicate an acceptable adjustment of the proposed factorial structure: χ²/df = 2.41, GFI = 0.93 and RMSEA = 0.06, . The factor structure and the regression weights are shown in Figure 1 . All regression weights were significant (p < 0.05). Factor 1, which is named the biomedical paradigm, presented a Cronbach's alpha of 0.69, whereas factor 2, which is named the psychosocial paradigm, presented a Cronbach's alpha of 0.64. As expected, the two factors exhibited a negative correlation.
Results

Discussion
The objective of this second study was to gather additional evidence of factorial validity and internal consistency of the EASM. The confirmatory factor analysis of the measure noted the appropriateness of the proposed factorial structure, with the obtained adjustment indices within a range that is commonly accepted in the literature (Garson, 2012) . The test of alternative explanatory models showed that the bifactorial model, which is proposed by Rabelo (Rabelo, 2003; Rabelo & Torres, 2005) , was the most appropriate model compared with the unifactorial model proposed by Castro (2009) .
General Discussion
The objective of the two studies presented in this paper was to gather evidence of the factorial validity and reliability of the EASM. The findings conclude that these objectives were accomplished. At the end of the two studies, a short tool that consists of 15 items, is self-applicable and presents satisfactory psychometric qualities of factorial validity and internal consistency enables its use in future research.
Possible limitations of the study are not rejected, which highlights, for example, the fact that the sample was very specific (formed by university students) and convenient (non-probabilistic), which limits the generalization of the described results for other sample groups that lack the characteristics of the sample of this research. Note that it was not intended to generalize the results to the entire population but to provide the scientific community with a scale with adequate psychometric properties for the studied population. The presented limitations can limit the power of generalization of the results without invalidating them.
In the initial version, the EASM had 18 items organized along two factors. However, analyses suggested a reduction in the number of items of this scale because their saturation was below the cutoff point of 0.30 in both factors. The new version consisted of 15 items that were distributed in a bifactorial structure with seven items in factor 1 (biomedical paradigm) and eight items in factor 2 (psychosocial paradigm), which confirmed the model that was initially proposed by Rabelo and Torres (2005) . Both factors showed satisfactory levels of internal consistency that were below the levels noted by Rabelo and Torres (2005) . This lower value in relation to internal consistency can be attributed to the used sample, as in the study by Rabelo and Torres (2005) , in which the sample included health professionals who probably a greater knowledge and consistency of position about the treatment approaches. Note that Cronbach's alpha tends to be a conservative estimate of the reliability of a measure; therefore, the true estimate of reliability has a low probability of being lower that the reported value and a high probability of being higher than the reported value (Maroco & Garcia-Marques, 2006 ).
In Study 2, the bifactorial structure proposed for the EASM was replicated by confirmatory factorial analysis in a different sample, and the obtained adjustment indexes, while not exceptional, can be considered to be favorable by the literature (Byrne, 2010) . Study 2 also indicated that the bifactorial model proposed by Rabelo and Torres (2005) has a better adjustment than the unifactorial model obtained in the study by Castro (2009) . Thus, the use of this measure is considered to be appropriate for future studies.
Additional studies are recommended to test the factorial validity and internal consistency of the scale in other samples and to provide additional evidence of concurrent and predictive validity. Future studies will also assess attitudes about paradigms of mental illness treatment depending on the psychiatric condition because some studies have shown that attitudes about people with schizophrenia have worsened in the last two decades, whereas attitudes about other conditions, such as depression and alcoholism, have improved or remained stable (Angermeyer, Matschinger, & Schomerus, 2013) . Therefore, the type of psychiatric condition can interfere with attitudes about forms of treatment. Future studies will also assess the relation between beliefs about the origin of mental illness and attitudes about forms of treatment (Schomerus et al., 2012) .
According to Borges and Luzio (2010) , psychiatric reform remains a process that is under construction; for this reason, the psychiatric care guided by outpatient services coexists with the permanence of the biomedical paradigm, which is centered in hospital psychiatric institutions. The results can significantly contribute to the expansion and strengthening of knowledge about psychiatric reform in an attempt to encourage the consolidation of this policy on the national scene. The EASM may be employed to verify whether future mental health professionals (e.g., psychologists, nurses, and doctors) have attitudes that are congruent with the theoretical principles of psychiatric reform. This evaluation will enable higher education institutions to identify possible gaps in the training of students and address these gaps, for example, by providing more information about mental health (Jorm, 2012) before their students enter the labor market.
